Anaphylaxis was first described by Charles Richet and Paul Portier in 1901 as an immune reaction that is the opposite of immune protection resulting from vaccination.[@b1-jaa-11-109] Anaphylaxis can be better categorized into both immunoglobulin E (IgE) and non-IgE pathways.[@b2-jaa-11-109] Between 1.6% and 5.1% of the Americans are estimated to experience anaphylaxis, which can be fatal.[@b3-jaa-11-109] The common triggers for an acute anaphylactic episode are foods, drugs, and venoms. Ultimately, a number of mediators are released that explain the clinical symptoms of flushing, pruritus, urticaria, shortness of breath, bronchospasm, hypotension, and cardiovascular collapse.[@b2-jaa-11-109] Epinephrine injection is the evidence-based treatment for acute anaphylaxis, and delayed epinephrine administration is a risk factor for fatal anaphylaxis.[@b3-jaa-11-109] However, like many other effective therapies in medicine, there remain barriers to treatment of anaphylaxis.

This special edition of the *Journal of Asthma and Allergy* focuses on anaphylaxis from many different provocative angles and should be an asset to practicing physicians. Yue et al focus on food and drug allergies associated with anaphylaxis, an issue that has evolved over the years culminating in new guidelines for the treatment of food allergies, which may impact on the incidence of food-related anaphylaxis.[@b4-jaa-11-109] Jiminez-Rodriguez et al provide a comprehensive overview of anaphylaxis types and biomarkers.[@b5-jaa-11-109] Prince et al focus on deficiencies in the proper use of epinephrine.[@b6-jaa-11-109] Westermann-Clark et al focus on the economics of epinephrine treatment, a topic rarely discussed at annual scientific meetings, but one that is in the lay press quite frequently.[@b7-jaa-11-109]

Previous studies of epinephrine injection use for the treatment of anaphylaxis identified two main areas of obstacles for patients and caregivers: lack of correct use and lack of response.[@b8-jaa-11-109] Lack of affordability and lack of prescription by physicians were determined to be components for the lack of use of epinephrine injections. Incorrect use and delayed injection were described as reasons for lack of response. Correct use of the devices is often studied through human factors studies, which is paramount to proper treatment of anaphylaxis.[@b9-jaa-11-109],[@b10-jaa-11-109] Incorrect use of epinephrine can also result in needle injuries, which have been documented in multiple case reports.[@b11-jaa-11-109]--[@b14-jaa-11-109] Lack of response to epinephrine can also be due to the malfunction of the device, as noted recently with autoinjectors[@b15-jaa-11-109],[@b16-jaa-11-109].

We hope that the current issue will help clinicians better understand the pathophysiology, diagnosis, and treatment options for anaphylaxis.
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